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F 000 INITIAL COMMENTS F 000

 An abbreviated survey, KY#16145, was 

conducted on 04/06/11-04/07/11 and found the 

allegation to be Unsubstantiated. However, the 

survey was conducted in conjunction with the 

revisit for the standard survey of February 20-23, 

2011 and found the facility not to be in regulatory 

compliance.  Regulatory violation of 42 CFR 

483.25 (Quality of Care) F441 (infection control) 

was determined to exist and a new statement of 

deficiencies were issued.
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